Actinomycosis is an unusual chronic infection characterized by the formation of multiple abscesses and fistulae, with dense granulation and fibrous tissue. Intra-abdominal infection is rare, and therefore easily confused with other conditions. within the bladder on plain films but did not demonstrate a fistula. Barium enema ( Figure 1 ) was difficult to interpret, but suggested a sigmoid neoplasm. Eventually laparotomy was performed. Some straw-coloured ascites was found, and there were multiple hard nodules, from 0.2 to 2.0 em spread throughout the omentum and pelvis. The pelvic organs were 'frozen' but the liver was clear. A diagnosis of carcinomatosis was made. A routine biopsy was performed and the abdomen closed.
Her postoperative course was uneventful but to the astonishment of those concerned, the pathologist reported a sulphur granule diagnostic of actinomycosis. Intravenous benzylpenicillin (1.8 g four times a day) was given for three weeks, followed by oral ampicillin (500 mg 6-hourly) for three months. Two months after beginning treatment she had gained weight and the mass was no longer palpable. Ultrasound performed one month later could not demonstrate any lesion and she remains well two years later. 
Discussion
The Actinomyces bacteria are gram positive non-motile, non-sporing facultative anaerobes. The organisms form colonies recognizable as the 'sulphur granule' in pus or tissue. Actinomyces israelii, responsible for most cases of the disease, occurs as an oral commensal. The aetiology of clinical infection is unclear; cervicofacial infection may follow dental treatment, while gastrointestinal infection may be associated with sepsis such as following gastric surgery! or appendicitis. Pelvic actinomycosis may be associated with the intrauterine contraceptive device (IUCD)2. Our patient received high doses of steroids which may have contributed to her infection. Table 1 shows the number of cases reported to the Public Health Laboratory Service in a five year period (data supplied by the Communicable Disease Surveillance Centre). Abdominal infection is very rare, and usually presents as a hard mass in the right iliac fossa. Most cases are initially confined to a single organ but the disease may progress to form fistulae and may cause confusion with tuberculosis, Crohn's disease or carcinoma. However, the clinical aspects are multiple and variable so that abdominal actinomycosis has been described as one of the great imitators in clinical practice", The rarity of eolorectal actinomycosis is surprising since perforation ofcolonic diverticula is common. In 1961 Morson described a patient with a rectal stricture, initially thought to be neoplastic, which was due to actinomycosis', Recently two patients with rectal strictures due to pelvic actinomycosis infection associated with the IUCD have been reportedv", Even if the disease is suspected, superinfection with secondary organisms Case report A 59-year-old woman, first presented in 1978, complaining of tiredness and a drooping eyelid. The clinical diagnosis of myasthenia gravis was confirmed by a positive Tensilon Test, and she was started on neostigmine. Her myasthenic symptoms became very troublesome despite large doses of neostigmine and pyridostigmine; she required an emergency admission to Intensive Care because ofrespiratory difficulty and in 1979 was started on steroids. She was prescribed 80 mg of prednisolone on alternate days and any reduction of this dose led to relapses.
Four years later she presented with a six month history of dull lower abdominal pain. There was associated constipation, anorexia and weight loss with urinary frequency and occasional pneumaturia. She looked unwell and there was a craggy lower abdominal mass, with a large lymph node in the left groin. The lower edge of the mass was palpable in the pouch of Douglas on rectal examination. Ultrasound suggested a 7 em mass lying behind the bladder but an attempt at transrectal biopsy yielded only connective tissue. Intravenous urography and cystogram showed gas Year 1979 Year 1980 Year 1981 Year 1982 Year 1983 Figure 1 ). There were no systemic abnormalities and investigations including chest X-ray, full blood count and liver function tests were normal. AI: 1000 Mantoux test showed 5 mm of erythema. He was treated with high dose steroids with marked improvement. Eight months later he presented with a two week history of rigors, night sweats and a dry cough. On examination he was systemically unwell with a pyrexia (40°C),left pleural effusion and hepatomegaly. Ocular examination showed normal visual acuities with bilateral choroidal tubercles but quiescent retinal vasculitis (Figure 2) . A chest X-ray now showed diffuse reticulo-nodular shadowing with a left pleural effusion; liver biopsy confirmed the presence of acid-fast bacilli and a diagnosis of miliary tuberculosis was made. After full anti-tuberculous therapy his clinical condition improved considerably and his visual function remained normal with resolution of the choroidal tubercles.
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